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1) Resident #5 was a closed record review thus the
An unarmnounced Medicare standard survey was resident has been discharged from the facility, A
" conducted 10/14/15 through 10/15/15. No corrected MDS assessment for resident #5 was
complaints were investigated during the survey. filed and transmitted on 10/22/15.

Corrections are required for compliance with 42

CFR Part 483, the Federal L Term Care . . . .
requirements. g&?& ufeesafeg%eggn o 2y An audit of current residents with MDS

survey/report will follow, assessments was completed by a MDS
coordinator on 10/20/15. All current resident

' The census in this seventeen certified bed facility MDS assessments were verified as complete and

“was 7 at the time of the survey. The survey

sample consisted of four current resident reviews accurate.
. {Residents 1 through 4) and one closed record
- review {Residents 8). : 3} RN#! completed Matrix Care e-learing module
F 278 48320(g) - (j) ASSESSMENT - F278  n MDS 3.0 coding on 10/20/15.

§8=0 ' ACCURACY/COORDINATION/CERTIFIED

‘The assessment must accurately reflect the 4) The DON and MDS coordinator will review five

. resident's status. MDS assessments each week for four weeks
C * beginning the week of 10/26/15 and then ten
Aregistered nurse must conduct or coordinate assessments each month for three months

each assessment with the appropriate

participation of health professionals. beginning 11/23/15. If 100% compliance is not

maintained at the end of three monthly audits,

Aregistered nurse miust sign and certfy thatthe - another cycle of three monthly audits will
3s§essmeni Is compieted. ‘ continue until 100% compliance is achieved. Ten
Each individual who completes a portion of the charts will be reviewed quarterly for one year
- assessment must sign and certify the accuracy of ending 10/31/16. Initial audit and compliance
that portion of the asssssment. results will be reported to the SNF Performance
Under Medicare and Medicaid, an individual who Improvement Committee on 11/11/15 and then
willfully and knowingly ceriifies a material and ' on an ongoing basis.
“false statement In @ resident assessment Is
;‘;‘%ﬁgﬁ gg a Qf:g; money peniasty of “‘g‘ d’?’*ge‘ ?‘zg « 53 All corrective actions were completed by
, r each assessment; o an individual who i , : , .
willfully and knowingly causes another individual 10/22/15 with ongoing chart audits through
to certify a material and false statement in a 10/31/16.
LABO) Q%%mmf omya OR PROVIGERISUPPLIER REPRESENTATIVES SIGNATURE ;’7““"% - wwwa?@ﬁ,ﬂé' E— TR BATE
S (e ; Yy 77, 4 S : s g
yav S0V 707 lor Svua Ui hy  /0-23-R0y

Any deficiency statement efﬂding with an asterisk {*) denotes a deﬁ'ciemy which the institution may be excused fr correcting providing i is determined that
other safeguards provide suffident protection to the patients. (See Instructions.) Except for nursing homes, the fidings stated above are disclosable 90 days
foliowing the date of survay whether of not a plan of comrestion Is provided. For nursing homas, the sbove findings and plans of correction are disgiosatie 14

days following the date these documants are made avaiable lo the faciiity. if defiziencies are dited. an approved plan of correction Is requisits to contirued
prograr participation.
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F 278 Continued From page 1
resident assessment is subject to a civil money
penaity of not more than $5,000 for sach
assessment.

Clinical disagreement does not constiiute 3
material and false statement.

This REQUIREMENT is not met as evidencad
by:

Based on staff interview and clinical record
raview, the facilily siaff failed to ensure s
complete minimurm data set (MDS) for one of 5

‘residents in the survey sample. Resident#5's
admigsion MDS dated 5/7/15 included no

assessment of the resident's pain in section
JO300.

The findings include:

Resldent #5 was admitted to the facllity on
4/30/15 and discharged on 7/23/15. Diagnoses
for Resident #5 included hip frachure, upper amm
fracture, ostecarthritis, diabetes, hypertension,
anemia, chronic obstructive pulmonary disease
and urinary fract infection. The MDS dated

5/7115 assessed Resident #5 as cognitively intact -
and with no communication problems,

Resident #5's closed record was reviewed on
10/14715, Section J of the resident’s admission
MODS assessment dated 5/17/15 documented a
pain assessment interview should be conducted
with Resident #5. Section JO300 documenting
the resident's interview responses regarding pain
presence, pain frequency, pain affect on function
and pain intensity was incomplete and marked
only with dashaes.
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On 10/14/15 at 3:50 p.m. the registered nurse
{RN #1) responsible for MDS assessments was
interviewed regarding the incomplete assessment
for Resident #5. RN #1 stated Resident #5 was
admitted with multiple fractures, was able to
respond fo interview questions and make her
needs known, RN #1 siated she had no
explanation why the pain Inferview assessment
was not completad for Resident #5. RN #1 stated
the admission MDS section documenting the pain
Interview responses was usually completed.
Regarding the missing pain assessment for
Resident #5, RN #1 stated, "l don’t know why.”

These findings wera reviewed with the director of
mursing on 10/14/15 at 5:00 p.m, and on 10/15/15
at t1:20 a.m.
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